Eastern Health Collaborative (EHC)
8/11/2016
12:00pm-1:00pm
EIPH Conference Room

[bookmark: _GoBack]ATTENDEES: Dr. Boyd Southwick, James Corbett, Corinne Bird, Nicole Foster, Chad Horrocks (phone), Laurel Ricks (phone), Molly Jensen (phone), Janae Larson (phone), Jaylee Packer, Ashlee Carlson, Dr. CJ Zollinger (phone), Amy Myler, Elva Ravelo (phone), Michelle Tueller, Stacy Sutherland, Von Crofts
WELCOME BY: Dr. Boyd Southwick at 12:07

MINUTES
	AGENDA ITEM:
	EMR Tobacco Cessation

	PRESENTER:
	Dr. Boyd Southwick



DISCUSSION:
Reviewed that the bench mark for Tobacco Cessation was 50%.


	AGENDA ITEM:
	Medical Health Neighborhood Website

	PRESENTER:
	James Corbett



DISCUSSION:
Continuing discussion from two months ago; how to improve a Medical-Health Neighborhood (MHN) resource guide to facilitate utilization of resources?  James discussed that he was currently getting quotes for the cost of a website. MHN website proposal: think about it as a provider user and as a patient/public user. Introduction/explanation of the MHN will be front page, including hyperlinks with those graphics, and a form to be filled out so resources may join the MHN.  An interactive map provides the ability to find resources (transportation, diabetes, specialist, etc.) and clinics by location. There will also be an insurance link that discusses different insurances and contact information. Resource information for provider linking back to EHC page. It was clarified that this won’t help with referral management but will help with resource utilization.
Thoughts or concerns from members: Wondered if there is an already existing website? Yes: Idaho Wellness Guide, but it only includes chronic disease, EICAP- Eastern Idaho Community Action Partnership, 211- doesn’t include everything. This website would strive to be inclusive. We hope to include Google analytics to provide information on usage to improve website as needed. It can be a helpful resource if individuals are willing to use it.  Other suggestions include the website needs to be connected to Google and social media. 
James explained the 3 main access points to help distribute website:
People conducting a Google search for medical resources in neighborhood
Clinics using it to help patients navigate and find resources
Care Coordinators use to help facilitate goals within clinic

CONCLUSION
The group felt like it would be a useful resource, and they would use it daily. James, Corinne and Madi will continue working on this and will bring more prices and ideas back from web developers. 
	AGENDA ITEM:
	Team Structure

	PRESENTER:
	Corinne Bird



DISCUSSION:
How is the transformation going? What is working well? Is there anyone missing from the PCMH transformation team in your clinc? Is there someone in your group who is being really helpful? Does everyone on the clinic time understand the purpose and goal of PCMH? The purpose of this discussion is to start looking to others to improve team structure. How are those goals and the progress reported or spread to others who aren’t on the PCMH Transformation team? 

Family First-everyone knowing how to utilize the changes that have been made has been helpful. The Care Coordinator works with two nurses, Dr, front desk- everyone is getting the information and having a weekly meeting to discuss changes.   

Rocky Mountain Diabetes- uses different people on their team- business office, nursing, Diabetes Educators- it’s an eye opener, once a decision is made then the changes can be implemented, it goes to all the departments.  

MMRMC- recently implemented some standing orders and now nursing knows which orders those are and have started to use them. Spreading progress and including others of transformation: Road to NCQA, a board in the back by the clock-in location, has a race track and six moving cars. The cars progress along goals or milestones. The staff knows what is going on and why they are doing what they are doing. It gives staff a vision of the BIGGER PICTURE.     

Victor/Driggs- holding twice monthly meeting updating everyone on the changes of what is happening so that everyone is on the same page. 

Complete Family Care- holds morning Huddles each morning with their staff. They look at the schedule for the day and see if there is a patient who needs extra help or care. They also hold a meeting twice monthly with the PCMH team. 

Grand Peaks-lacking in nursing; nurses aren’t getting information and changes aren’t occurring, they are trying to figure out a better way to get that information out to the nursing staff.

Unified- Looks to see if there are other services or tests going on in other places and making sure communication is open.  


CONCLUSION
If you want to makes changes or if you need help making these changes talk to Corinne and have her help you during clinic visits. Team Structure is important to make lasting transformation.





	AGENDA ITEM:
	 Health Outcomes: Obesity Goals, Baseline Rate and Successes/challenges

	PRESENTER:
	James Corbett



DISCUSSION:

Obesity Goals: 
50 % of patients >18 who was talked to about BMI
50 % of patients <18 who was talked to about BMI
This is just a goal, ideally we would want 100% but this a starting point. Structured data documentation needs to occur or clinic won’t know what is being performed. 
Eye exam: average reported was lower than expected and hoped. This may be a reporting error rather than an implementation error. 
Pneumonia/Flu: 18+ are recommended to receive a Pneumonia vaccine and flu vaccine. Pneumonia and Flu will be separated on the form and a new form will be sent out. Age will also be combined to form 1 statistic for each vaccine. 
Tobacco Cessation: Average was very close to the goal. Once we know all the clinics are pulling the data correctly, we will reevaluate the goal.
As clinics were pulling data what was successful, what is difficult or not possible with your EMR. Group wondered how far back do we go back? Two years? Three years? Only active patients? 
James suggested the form is changed to description so that all clinics are collecting the same data. Dr. Zollinger suggested and the group agreed to past 18 months from report date. 
It is understood that not every clinic will have tracked this data from the last 18 months. It was also discussed that this is only for tracking purposes and not to make anyone feel bad about their numbers.  
CONCLUSION
Work with Corinne and James to make sure the structure is correct so that we get the most accurate data. We will collect this data again in 3 months and going back 18 months from that time. We will also report on obesity baseline goals at that time.



NEXT MEETING
DATE: 9/8/2016
TIME: 12:00 pm-1:00 pm
LOCATION: EIPH Conference Room
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